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Título: Andar como forma de ejercicio físico en la Fibromialgia: un estudio 
de identificación de creencias desde la Teoría de la Acción Planeada. 
Resumen Este estudio corresponde a la primera fase de investigación 
formativa recomendada en la teoría de la Acción Planeada para desarrollar 
una intervención. Nuestros objetivos son identificar las creencias modales 
sobre la realización de una pauta de ejercicio en personas con fibromialgia, 
probar los ítems para la evaluación directa de los constructos predictivos y 
explorar sus relaciones con la conducta. Evaluamos a 46 mujeres con fi-
bromialgia. El análisis de contenido mostró un mayor número de conse-
cuencias positivas que negativas asociadas a la ejecución de la pauta de ejer-
cicio (creencias comportamentales); la familia y los amigos son los referen-
tes importantes (creencias normativas) y se detectaron factores facilitadores 
e inhibidores de la ejecución de la conducta de ejercicio, relacionados con 
aspectos de la fibromialgia (creencias de control) como el dolor, la fatiga y 
el estado de ánimo. El índice de consistencia interna más bajo fue el de la 
escala de norma subjetiva (α= .78). Los resultados confirman el sedenta-
rismo de la muestra (conducta previa: Media=3.67; rango=1-7) aunque 
también sugieren que estas personas tienen intención de realizar la conduc-
ta (Media= 5.67). Las relaciones obtenidas entre los constructos son las es-
peradas desde la teoría, apoyando la pertinencia de aplicarla en la conducta 
y población seleccionada.  
Palabras clave: Andar; creencias; fibromialgia; teoría de la acción planea-
da; investigación formativa; estudio de identificación. 
  Abstract: This study is the first phase of the formative research recom-
mended in the Theory of Planned Behavior for the development of an in-
tervention. Our aims are to identify modal beliefs about the performance 
of an exercise pattern in people with fibromyalgia, to test the items de-
signed for direct evaluation of the predictive constructs and to explore 
their relationships with the behavior. We assessed 46 women with fibrom-
yalgia. Content analysis showed more positive than negative consequences 
related to the performance of exercise guidelines (behavioral beliefs). Fami-
lies and friends are the important referents (normative beliefs) and we 
identified facilitating and inhibiting factors in the performance of exercise 
behavior related to aspects of fibromyalgia (control beliefs) such as pain, 
fatigue and emotional state. The subjective norm scale showed the lowest 
internal consistency (α= .78). The results confirmed the sedentary lifestyle 
of the participants (previous behavior: Mean=3.67; rank=1-7) although 
they also suggested that participants intended to perform the behavior 
(Mean=5.67). The relationships between constructs are coherent with the 
theory, and support the relevance of applying it to the selected behavior 
and population.  
Key words: Walking; beliefs; fibromyalgia; theory of planned behavior; 
formative research; elicitation study. 
 
  Introduction 
 
Fibromyalgia is a syndrome of unknown aetiology, which is 
defined by generalized musculo-skeletal pain that is present 
for more than three months, along with tiredness, sleep dis-
orders, anxiety and depression amongst other symptoms 
(Wolfe et al., 1990). In Spain the estimated prevalence in 
general population is of 2.37%, being more frequently in 
women (4.2%) than men (0.2%) (Carmona et al., 2001). In a 
more recent study carried out in 5 different European coun-
tries, Spanish prevalence in general population was found to 
be higher than in the previous mentioned study (total: 4.0%; 
men: 2.7%; women: 5.2%) although the gender difference 
remains. Nevertheless, in the latter, prevalence was estimated 
using a questionnaire that was answered over the phone 
(Branco et al., 2010). Rheumatology services estimate that 
the average yearly cost per fibromyalgia patient is 9982 Eu-
ros, and 35% of these costs are attributed to direct or health 
costs (Rivera et al., 2009). In primary care, the yearly average 
extra cost per patient with fibromyalgia, in comparison to 
patients with other chronic disorders, is of 5010 euros 
(Sicras-Mainar et al., 2009).  
                                                          
* Dirección para correspondencia [Correspondence address]: 
Mª Ángeles Pastor. Departamento de Psicología de la Salud. Universidad 
Miguel Hernández. Campus de San Juan. Ctra. Alicante-Valencia, Km. 
8,7. 03550 San Juan, Alicante (España). Email: mapastor@umh.es 
Treatment for fibromyalgia constitutes one of the most 
controversial aspects; this is due to the large variety of thera-
peutic options, their moderate efficacy, the variability in 
therapeutic response and the poor adherence shown by the 
patients (Dobkin, Sita & Sewitch, 2006; Rivera, Alegre, 
Nishishinyac & Heredad, 2006; Schachter, Busch, Peloso & 
Sheppard, 2003). Currently, there is evidence that the most 
efficient interventions are the ones that include physical ex-
ercise in conjunction with pharmacological treatment and 
cognitive-behavioural therapy (Häuser, Thieme &Turk, 
2010).  
Low- to moderate-intensity physical exercise, such as 
walking, when carried out gradual and regularly, reduces 
pain, tiredness, depression and other functional limitations in 
patients with fibromyalgia, as well as increasing perceptions 
of self-efficacy in managing the problem (Busch, Schachter, 
Overend, Peloso & Barber, 2008; Häuser, Klose et al., 2010; 
Richards & Scott, 2002; van Koulil et al., 2007). Performing 
physical activities, such as walking regularly, are a simple 
recommendation that can be self-managed by the patients. 
In opposition to other types of exercise that are managed by 
professionals in rehabilitation contexts or in gyms, walking 
depends exclusively on individual motivation that needs to 
be maintained for the longer term. Furthermore, it means 
that the patient is involved in a therapeutic task and will 
therefore increase self-management (Rooks et al., 2007). 
From an economic perspective, walking is a health tool that 
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is inexpensive, and if the patient maintains it, is efficient 
even when compared to pharmacological treatment, there-
fore reducing socio-sanitary public spending associated to fi-
bromyalgia (Richards & Scott, 2002). Nevertheless, some 
studies have shown that patients tend to present poor adher-
ence to different exercise recommendations, even walking 
(Dobkin, Abrahamovicz, Fitzcharles, Dritsa & Costa, 2005; 
Dobkin, Da Costa et al., 2006; Meyer & Lemley, 2000; 
Schachter et al., 2003).  
Walking, as a way to exercise, is a self-regulated behav-
iour, and therefore, is susceptible to being explained by the 
current psycho-social models. Physical activity has been as-
sociated to the intention to carry it out (Hagger, 2010). The-
ory of Planned Behaviour (TPB) (Ajzen, 1985, 1991; Ajzen 
& Madden, 1986; Fishbein & Ajzen, 2010) has been shown 
to be able to predict intentions and behaviours associated to 
physical exercise in general (Hagger, Chatzisarantis & Biddle, 
2002; Symons-Downs & Hausenblas, 2005) and to walking 
in particular (Darker, French, Eves & Sniehotta, 2009; Galea 
& Bray, 2006; Rhodes, Brown & McIntyre, 2006). Also, it is 
one of the most popular psychosocial models in the litera-
ture about prediction of social behaviours (Ajzen, 2011). In 
opposition to other models that have also shown good pre-
dictive power about health behaviours, this is the one that is 
most frequently used to study walking behaviour (at least in 
non-clinical populations). In relation to the intentions to car-
ry out physical exercise, the average of explained variance by 
the three predictive constructs of TPB is 44.5% (Hagger et 
al., 2002) and in relation to the intention to walk, in some 
studies conducted on populations with health problems, the 
explained variance is of 67% (Galea & Bray, 2006). Never-
theless, in spite of its predictive potential, there is little re-
search using this theory in the context of people with health 
issues related to chronic pain. In the literature we have re-
viewed about its application in fibromyalgia, we found no 
studies that use it to predict the intention and the carrying 
out of walking behaviours. Thus, as part of a larger study 
which aims to increase this behaviour in people with fibrom-
yalgia combining motivational and volitional intervention, 
we have chosen to work with the TPB due to its parsimony 
and potential in predicting intention (motivational interven-
tion) of performing behaviours associated to physical exer-
cise, amongst them, walking.  
TPB (Figure 1) proposes that the immediate determinant 
of the performance of a behavior is the intention that the 
person has to do it (behavioural intention). Intention is de-
termined by the attitude towards the behaviour (global as-
sessment of the positive and negative consequences associat-
ed to carry out the behaviour), the subjective norm (social 
pressure perception to carry out the behaviour) and percep-
tion of control (perceiving that the behaviour is under con-
trol). The perception of control can also have a direct effect 


















Figure 1. Theory of planned behaviour.       
 
In the recent formulation of the model (Fishbein & 
Ajzen, 2010), the authors consider that there are two aspects 
that are associated to the perception of social pressure or so-
cial norm, which they have named „injunctive norm‟ and „de-
scriptive norm‟. The first aspect involves the more classical 
perspective of the construct (the perception that the im-
portant referents think that the person should or should not 
carry out the behaviour) and the second adds the idea that 
observation of the behaviour of models with which the per-
son identifies with is another way of perceived social pres-
sure. 
The attitude, the subjective norm and the perception of 
control are determined, respectively, by behavioural beliefs 
(expected consequences of carrying out behaviour along 
with the positive or negative assessment it), normative be-
liefs: injunctive (the perception that important referents want 
the person to carry out the behaviour along with the motiva-
tion to comply with them) and descriptive (the perception 
that the referents are carrying out the behaviour as well as 
the degree in which person identifies with the referent) and, 
finally, the control beliefs (facilitators and inhibitors of the 
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of their facilitating or inhibiting power). Salient beliefs are 
the ultimate determinants of intention and behaviour, and 
they influence through attitude, subjective norm and control 
perception. Therefore, they are the target of the interven-
tions to generate behavioural change.  
To implement an intervention based on TPB, it is neces-
sary to have two previous phases of „formative research‟ 
(Fishbein & Ajzen, 2010). The first phase consists of under-
taking a pilot study with four aims: to identify beliefs (using a 
qualitative study), to know the status of the sample in rela-
tion to the behaviour the intervention is aimed at, to test the 
items designed to measure attitude, subjective norm, control 
perception and intention and to test the relationships be-
tween the predictive constructs and the previous behaviour 
as an indicator for future behaviour (quantitative study) 
(Fishbein & Ajzen, 2010, pp. 326-328). Based on these re-
sults, a questionnaire is designed in the second phase, which 
is applied to a representative sample of the target population.  
In spite of the importance that identification of beliefs 
has in this theory, most of the studies about physical exercise 
concentrate on the predictive relationships that attitude, sub-
jective norm and control perception have on intention and 
behaviour, without having analysed the underlying beliefs 
(Darker et al, 2009; De Bruijn & Rhodes, 2011; Hagger et al., 
2002; Symons-Downs & Hausenblas, 2005). In fact, some 
authors have called attention on the lack of studies in this ar-
ea (Darker, French, Longdon, Morris & Eves, 2007; Sy-
mons-Downs & Hausenblas, 2005). When TPB is used as a 
reference model in order to promote behavioural change, it 
is imperative to develop a study to identify beliefs about the 
target behaviour in the population of interest. In first place, 
due to them being the target of the intervention, and in se-
cond place, because specificity is being assumed, and thus, 
variability based on the two previously mentioned elements, 
behaviour and population (Ajzen & Fishbein, 1980; Fishbein 
& Ajzen, 2010). In spite of this, in the research we have 
found about walking, we found few studies indentifying be-
liefs following the TPB model (Darker, French et al., 2007; 
Rhodes et al., 2006) and another where a phenomenological 
analysis has been performed (Darker, Larkin & French, 
2007). In all three studies, participants were taken from gen-
eral population. As already mentioned, we do not find any 
studies that apply TPB to predict walking as exercise in pa-
tients with fibromyalgia or chronic pain. 
One of the most important aspects in TPB is the specifi-
cation of the behavioural criterion. To achieve this, the au-
thors suggest that there should be four elements included: 
action, aim, context and time. The behaviour, defined con-
sidering the previously mentioned elements, should remain 
without any modifications during the assessment of all con-
structs of the theory (the principle of behavioural compati-
bility). In relation to walking, one of the recommendations 
for fibromyalgia patients is that they should do it between 2 
and 4 times a week, for about 50 minutes, in bouts of 15 to 
20 minute (with a small rest between bouts to allow patients 
delay fatigue and continue the activity) for a minimum of 6 
consecutive weeks (Gusi, Parraca, Adsuar & Olivares, 2009). 
Following recommendations about the prescription of exer-
cise in fibromyalgia (Jones & Liptan, 2009; Mannerkorpi & 
Iversen, 2003; Meyer & Lemley, 2000) we reduced the mini-
mum time established in the previously described recom-
mendation. Therefore, the target behaviour for our study is, 
with the aim to exercise for own health care, „to walk for at 
least 30 minutes, in bouts of 15 minutes, with a small rest be-
tween bouts, twice a week for a minimum of 6 consecutive 
weeks‟.  
The current study is the first stage of the formative re-
search as indicated by TPB and developed with a pilot study. 
Our aims are: 1. To identify the behavioural, normative and 
control beliefs about the carrying out of the chosen behav-
iour („elicitation study‟). 2. To analyse the items created to di-
rectly assess the attitude, subjective norm, perception of con-
trol and the behavioural intention, 3. To explore the rela-
tions between the constructs and 4. To get better knowledge 







We contacted 50 women from four fibromyalgia associa-
tions from Alicante, Elche, Madrid and Talavera de la Reina. 
46 of the women attended the assessment groups (92%). 
Average age was 54.2 year (SD= 8.9; CI 95% [54.21, 51.47]) 
and average score on pain intensity was 6.7 (SD= 1.3; CI 
95% [6.28-7.08]). Most of them were married or lived with a 
partner (79.5%), had primary studies (44.2%) and working 
status was quite variable (Table 1). 
 
Table1. Socio-demographic variables 
 N* % 
Marital status  
Married  35 79.5 
Single    3  6.8  
Separated/divorced    6 13.6 
Educational level   
Reading and writing     5 11.4 
Primary studies  19 43.2 
Secondary studies  13 29.5 
University studies    6 13.6 
Working status  
Working  12 27.3 
Unemployed  12 27.3 
Retired    4  9.1 
Retired due to pain    5 11.4  
Away from work due to illness    3  6.8 
House-wife    8 18.2 
*: N= 44 due to missing data 
 
47.8% (n= 22) of the participants did not walk and the 
rest do it incorrectly, according to our specifications (Gusi et 
al., 2009): once a week (n= 3; 6.5%), not regularly (n= 9; 
19.6%), with a break after 15 minutes (n= 1; 2.2%) and with 
no breaks (n= 3; 6.5%). Eight people (17.4%) had changed 
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their walking habits in the past three months (see procedure) 
and did walk correctly. We decided to maintain them in the 
study due to the intra-individual variability in the fibromyal-
gia presentation of symptoms. The 75% reported having re-
ceived medical recommendations to walk.  
 
Variables and instruments 
 
Pain intensity: We assessed for highest, lowest and average 
pain intensity for the week before assessment, as well as the 
pain intensity during assessment. All four items were an-
swered using a scale of 11 points (0=no pain; 10=the highest 
pain you can imagine). This scale has shown good psycho-
metric properties in patients with fibromyalgia (Martín-
Aragón et al., 1999; Lledó et al., 2010). Internal consistency 
for this sample was alpha= .77.  
Exercise: Using five multiple answer items, we asked 
about the number of days the person was walking as exer-
cise, the amount of time this was done continually, the time 
dedicated to the activity each time it was carried out and the 
rests taken. The answers available included the different el-
ements of the walking behaviour we aimed to study. Finally, 
using a dichotomic response, we asked about the existence 
or not of medical recommendation to exercise. This scale 





So as to identify the beliefs about the carrying out of the 
behaviour we designed eight questions with open answers 
following the recommendations of the authors (Fishbein & 
Ajzen, 2010). Questions used are presented in Appendix 1, 
pp 7-10.  
Behavioural beliefs: We designed questions about the ad-
vantages and disadvantages of carrying out the behaviour 
and also another general question (“Is there any consequence that 
comes to mind when you think about …?”). 
Normative beliefs: We designed three questions for each 
norm, seeking information about the person‟s important ref-
erents, either because they believed that they would support 
or not the behaviour being carried out (injunctive norm; i.e.: 
“What people or groups would be in favour of you walking…?”) or 
either because they thought they would do the behaviour if 
they were in their place (descriptive norm; i.e.: What people or 
groups would walk if they had the same problem as you …?”). 
Control beliefs: We created two questions to identify the 
perceived facilitators and inhibitors in relation to the carrying 
out of the behaviour (what things would help …? What things 
would make it harder…?). 
All questions could be answered on a maximum of six 
lines, but if necessary the respondents could continue their 
answers on the back of the page. 
TPB: previous behaviour, intention, attitude, subjective norm, per-
ception of control 
 
All five of the following variables were assessed using the 
average scores on each of the scales. They were all answered 
on a seven point scale, in which the extremes (1-7) varied 
depending on the content of the item (Appendix 1). Internal 
consistency data for the scales are reported in the results sec-
tion.  
Behaviour: Using four items we assessed previous behav-
iour (i.e.: “In the past month and a half how often have you walked at 
least...?‟). Higher scores indicate higher performance of the 
behaviour.  
Behavioural intention: We designed five items (i.e.:“I intend 
to walk at least…”) so as to assess the intentions. In spite of 
the controversy between behavioural expectation, intention 
and disposition to act, we considered the different formula-
tions as ways to measure a single construct (Fishbein, 2008; 
Fishbein & Ajzen, 2010). A higher score indicates a stronger 
intention to walk in the terms we had specified.  
Attitude towards the behaviour: We designed nine pairs of 
bipolar adjectives that considered instrumental (i.e.:“Good-
Bad”) and experiential aspects (i.e.: “Nice-nasty”) about the at-
titudinal assessment of the behaviour. We re-coded the nec-
essary answers so that a higher score indicated a favourable 
attitude.  
Subjective Norm: Using three items we assessed injunctive 
norm (i.e.: “Most people whose opinions I appreciate think that I 
should walk…”) and with three additional ones we assessed 
descriptive norms (i.e.: “Most people with this health problem 
walk…”). We obtained three average scores, one for each 
type of norm and one for the total. In all three, a higher 
score indicated a stronger perceived social pressure.  
Perceived behavioural control: This scale included a larger 
number of items (n=11) because, as well as the ones associ-
ated to the global assessment of perceived control 
(i.e.:“Walking depends completely on myself…”), we also included 
others that assessed self-efficacy perception, considering the 
possible inhibiting factors that are associated to fibromyalgia 
that could be influencing real control, such as fatigue, pain or 
mood (i.e.: “In spite of my pain, if I really want to, I can walk …”). 
With this we attempted to get a better picture of control in 
relation to the behaviour. A higher score indicated a stronger 




This study is part of a larger one that aims to design an 
intervention using TPB to increase unsupervised physical ex-
ercise (walking) in people with fibromyalgia. The current 
study is the first stage of the formative research of TPB, and 
was developed using a pilot study in the population at whom 
the intervention is aimed. The eligible population (n=582) 
was previously selected amongst the total population associ-
ated (N=2438) according to our selection criteria: female, 
between the ages of 18 and 70, that fulfils the London-4 cri-
teria (White, Harth, Speechley & Østbye, 1999; Branco et al., 
2010) and that does not walk for exercise despite being able 
to do so (there is no comorbid problem that hinders the abil-
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ity to walk or they have been medically recommended to do 
so) or in spite of walking they do not fulfil some of the crite-
ria established in the behaviour selected for the study.  
In TPB the recommended number of participants for a 
pilot study of this type is between 25 (Francis et al., 2004; 
Godin & Kok, 1996) and 30 people (Fishbein & Ajzen, 
2010); as our sample belonged to four different associations, 
we selected 10 people randomly from three of them and 20 
from the largest (Madrid), over the phone to meet. There-
fore we included a total of 50 women that fulfilled the crite-
ria mentioned above to be part as they were from the eligible 
population.  
During the assessment session they all signed informed 
consent forms, including an authorization to film their group 
discussions. First, the participants answered their question-
naires individually and later, in a group, they discussed their 
answers to the open questions. In this manner, as Fishbein 
& Ajzen (2010) recommend, we were able to identify indi-
vidual beliefs and we avoided having some people influence 
other‟s response‟s accessibility and creation. Furthermore, in 
the group discussion, we reinforced the assistance by ex-
changing their opinions on the matter and we used the tran-
scripts to increase understanding of certain ambiguous an-
swers given on the individual response sheets.  
 
Creation and application of the instrument 
 
The questionnaire contained two sections: one with 35 
items designed to assess the predictive constructs and the 
other with 8 open answer questions to identify beliefs (Ap-
pendix 1). In relation to this second section, we followed the 
recommendations set by Fishbein & Ajzen (2010) so first we 
presented the questions to identify behavioural beliefs, fol-
lowed by the normative and control beliefs; this was because 
it has been shown that there is no effect of order on the 
number and type of beliefs identified (Darker, French et al., 
2007).  
As for the other questions, two researchers from the Ali-
cante team, who are well versed in the theory and its applica-
tions in health, designed a total of 35 items following the 
recommendations and indications in the available literature 
(Ajzen, 2006; Francis et al., 2004; Fishbein & Ajzen, 2010). 
Following this, the questions were revised by the rest of the 
team in Madrid (all of whom have ample clinical and re-
search experience in fibromyalgia) and in a group session all 
suggestions were put together. All four researchers that as-
sessed the items had access to a written abstract about re-
search in TPB authored by the head researcher as well as ac-
cess to the content of the constructs. Their task was to as-
sess if the items that had been suggested correctly reflected 
the corresponding construct, if the writing was understanda-
ble and if the scale provided to answer was adequate. As a 
result, the writing on some of the items was modified, so as 
to be simplified, and the coding for some answers also 
changed, it was changed from -3 to +3 to a scale from 1 to 
7, due to the difficulties encountered by the researchers in-
volved in other studies with fibromyalgia when using the 
former format. No items were deleted.  
In summary, the questionnaire designed in this phase, 
contained 8 questions with open-format answers to identify 
beliefs and 35 questions to assess previous behaviour, inten-
tion, attitude, subjective norm and control perception.  
 
Content analysis for identification of beliefs 
 
We selected the modal beliefs (beliefs most frequent in a 
population) using a content and frequency analysis of each. 
We maintained the separation between associations up to the 
moment of the final selection of beliefs that were going to 
be part of the final questionnaire (result of this study). In this 
way, we could identify the specificity or not of the belief, and 
as we will present, use it as a deciding criterion. The se-
quence of the analysis was as follows:  
1. Literal transcription of the answers to the open questions 
of the questionnaire and the recordings.  
2. Grouping and registration of frequencies of answers with 
similar content but with different grammatical formula-
tions, considering also their valence (i.e.: „...I would return 
less tired...‟, „...I would return more tired...‟, „I would be more ex-
hausted‟). When the answers with opposing valence were 
voiced by the same individual we decided to count them 
in only once in the most numerous group of valence of 
the answers.  
3. Grouping and recording the frequency of answers with 
related content (i.e.: „my mood would improve‟, „I would feel 
happier‟, „my psychological health would improve‟). We counted 
the frequency of each group (adding up of the number of 
individual beliefs that form it), maintaining the frequency 
of each valence separate and tagging the group with a 
phrase that represents the individual beliefs that were 
contained in it. To do this, we considered the grammati-
cal formulation of valence most frequently used in the 
block and we attempted to recreate the language used by 
the participants in the session.  
4. Selection of the modal beliefs that will be included in the 
final questionnaire following a frequency criterion (25% 
of the sample: n=11). With beliefs below this number, we 
considered a second criterion of clinical and theoretical 
relevance, based on our knowledge of fibromyalgia and 
supported by the transcripts of the discussion groups; 
based on this criterion, the belief also had to be present 
in at least three of the associations included.  
 
Three researchers organized and revised the information 
following these steps; after this, the material was sent to the 
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Statistical analysis for the study of the items that assess the remain-
ing constructs 
 
We performed an item analysis by studying the floor ef-
fect (percentage of response below 5%) and ceiling effect 
(percentage of response above 95%), we applied this to the 
groups of extreme response values for each item; we also an-
alysed the discriminating validity and internal consistency of 
the scales (Fishbein & Ajzen, 2010). We deleted the items 
that reduced internal consistency of the corresponding scale; 
after this, with the items of the scales that assess the con-
structs at a predictive level (behavioural attitude, subjective 
norm and perception of control) we studied the correlations 
between the items that remained in the scale with the total 
corrected score for each and as well as with the other scales 
that assess the mentioned constructs. Those items that had 
higher significant correlations with the total score on a scale 
which they did not belong were removed. In this last analysis 
we did not consider the scales for intention or behaviour as 
these are constructs that are to be predicted by the others, 
and according to the theory, it is expected to find high sig-
nificant correlations with them. Although the theory also 
admits certain relations between the three constructs above 
mentioned, these are not expected to be high. Finally, we 
explored the relations between the constructs of the theory 
(except the beliefs). Using SPSS version 21, we performed 
the descriptive, internal consistency (Cronbach‟s Alpha) and 








Four people from one association found no advantages 
to carrying out the behaviour and 11 from different associa-
tions only found advantages. The average number of beliefs 
obtained per person was 5.8 (SD= 2.95; ranging from 1-12; 
Median= 6; Mode= 7). Out of the 30 beliefs identified we 
selected 15, following the criterion described in the previous 




We identified a larger number of referents in favour of 
the person with fibromyalgia doing the behaviour (90.4%) 
and that, also, the patient perceives that they would carry out 
the behaviour if they were in their place (74.2%). The aver-
age number of normative beliefs of both types per person 
was 8.63 (SD= 3.76; ranging from 0-16; Median= 8.5; Mode: 
8). We selected 8 referents for each type of normative belief 
(Table 3).  
 
Table 2. Behavioural beliefs. 
N=15/30* n 
I will feel more pain in my feet, knees, hips…all over my 
body. 
31 
I will be more tired, wearier. 29 
I will feel better, my health will improve. 19 
My mood will be better, I will feel in a better mood, more 
relaxed. 
18 
I will be more in contact with people. 17 
I will be moving about, I will feel more active and agile. 16 
I will feel bad if I have this obligation and I don‟t carry it 
out. 
16 
I will feel more positive, happier with myself and feel more 
accomplished. 
15 
My circulation will improve. 13 
I will lose weight. 11 
I will be good to distract me and to clear my mind. 10(4)** 
It will strengthen my muscles and will improve my joints. 10(3) 
It will reduce, alleviate my pain.  8(4)  
I will feel more contracted and with more stiffness.  7(3) 
I will lose time for other things.  6(3) 
*= Amount selected/identified; ** in the brackets: number of associations 
with that answer. 
 
Table 3. Normative beliefs.  
Normative beliefs: Injunctive (8/16)* n 
My doctors. 29 
My husband or partner. 28 
My friends. 26 
My children. 24 
My family. 15 
My siblings. 11 
Other professionals. 10(4)** 
My colleagues at the Association. 10(3) 
Normative beliefs: Descriptive (8/29)*  
My husband or partner. 39 
My friends. 39 
My children. 21 
My siblings. 18 
My parents. 14 
My co-workers 13 
My neighbours 10(4) 
Other family members (in-laws , grandchildren) 10(3) 





The average number of beliefs obtained per person was 
4.84 (SD= 2.48; ranging from 0-12; Median= 5; Mode= 5). 
50% of the answers selected were behavioural facilitators 




We found only one floor effect for one item in the in-
junctive norm scale („Most of the people important to me think...‟) 
where response frequencies to alternatives 1 and 2 added up 
to 4.6%.  
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Table 4. Control beliefs. 
N=12/27* n 
Tiredness. 30 
Being in pain. 28 
Bad weather (heat or cold, rain). 26 
My mood (sad, stress, worries). 21 
Having someone for company 16 
Feeling bad, having a bad day. 14 
Have someone to motivate me. 12 
Not having time. 11 
The land being flat, no hills or stairs  8 (3)** 
Having the right clothes and shoes.  6 (3) 
Having done the housework.  6 (3) 
Having a walking stick  5 (3) 
*: Number selected/identified; **in brackets: number of associations giving 
this answer. 
 
The items on the behaviour scale had answers on all 7 
response options, 6 in the case of the subjective norm, con-
trol and intention and 5 for attitude. We obtained certain 
asymmetry for two items on the intention scale („I will make 
an effort to walk...‟=-1.6 and „I am prepared to walk...‟=-1.5), one 
for control („It depends completely on me ...‟=-1.5) and three for 
subjective norm (the largest asymmetry: „The people whose opin-
ions I appreciate think that I should...‟=-1.7). We found asym-
metry in all attitude items, with the largest being for the 
„Harmful-Beneficial‟ pair (-2.2). 
Except for intention and subjective norm (descriptive), 
in the other scales internal consistency increased deleting one 
item (Table 5). Values oscillated between alpha=.78 (subjec-
tive norm) and alpha=.94 (injunctive norm and perception 
of control). All correlation coefficients of item-total were 
above .50, except for the deleted items (except in the case of 
item 3 from the injunctive norm: r=.57). 
In the correlation analysis of the items with the total cor-
rected score (eliminating the item) we expected higher corre-
lations with the score on the scale the item belongs to. We 
deleted the item „Healthy-Unhealthy‟ from attitude and „How 
much control do you have over walking...?‟ from the perception of 
control, because they presented higher correlations with total 
scores of control and attitude scales, respectively (Table 6). 
Internal consistency of the scales remained within the initial 
values.  
Table 5. Descriptive and internal consistency analysis. 
  M [CI95%] SD r I-T α 
Attitude (2.75-7)* 5.73[5.36,6.10] 1.22  .89 
Att1: Good-bad  6.16 1.13 .78 .88 
Att2: Pleasant-unpleasant 5.55 1.67 .79 .87 
Att3: Damaging-beneficial 6.11 1.45 .69 .88 
Att4: Interesting-boring** 5.11 1.74 .44 .90 
Att5: Useful-useless 6.05 1.25 .76 .88 
Att6: Negative-positive 6.08 1.30 .82 .87 
Att7: Uncomfortable-comfortable 4.50 1.93 .60 .89 
Att8: Healthy-unhealthy 6.26 1.11 .59 .89 
Att9: Stressful-relaxing 4.97 2.06 .68 .88 
Subjective Norm (1-7) 4.98 [4.60,5.36] 1.26  .78 
INJUNCTIVE: most people… 5.94 [4.60,5.36] 1.45  .85 
In1: …that are important to me… 5.88 1.47 .86 .67 
In2: …whose opinions I appreci-
ate… 
5.95 1.53 .76 .76 
In3: …that I respect and admire… 5.81 1.67 .57 .94 
DESCRIPTIVE: most people … 4.35 [3.86,4.84] 1.61  .82 
Dn1: …with this disorder… 4.81 1.92 .61 .81 
Dn2: …from my Association… 4.09 1.74 .70 .72 
Dn3: …like me… 3.95 1.88 .70 .81 
Perception of control (1.30-7) 4.91 [4.43,5.38] 1.58  .92 
PC1: I feel able… 5.55 1.73 .56 .92 
PC2: It completely depends on 
me… 
5.84 1.74 .68 .91 
PC3: In spite of my pain… 4.91 2.13 .76 .91 
PC4: For me it‟s easy… 4.61 2.05 .68 .91 
PC5: If I really want to, I can… 5.02 1.98 .84 .91 
PC6: In spite of being tired… 4.47 2.11 .86 .90 
PC7: Completely under my control 4.98 2.05 .80 .91 
PC8: In spite of my mood.... 4.89 1.89 .81 .91 
PC9: Just how sure am I… 4.57 1.97 .85 .90 
PC10: How much control do I 
have… 
4.23 2.02 .53 .92 
PC11: Things that are out of my con-
trol… 
3.95 1.99 .20 .94 
Intention (1.80-7) 5.67 [5.31,6.03] 1.88  .87 
I intend to … 5.50 1.52 .60 .87 
I am prepared to … 5.77 1.38 .84 .81 
I will walk… 5.48 1.72 .74 .84 
I will make the effort … 5.84 1.41 .64 .86 
I plan to walk … 5.77 1.22 .73 .84 
Behaviour (1-7) 3.67 [3.02,4.31] 2.12  .80 
In the past month and a half I 
have walked … 
3.73 2.34 .73 .67 
Before the fibromyalgia I used to walk 
… 
4.32 2.67 .28 .91 
In the past month and a half, how 
often...? 
3.50 2.24 .74 .69 
In the past month and a half, did 
you walk…? 
3.77 2.31 .78 .66 
rI-T = Correlation item-total corrected; *= In the brackets the empirical 
range; **= In italics the item was eliminated 
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Table 6. Correlations between items and corrected totals. 






Att1 .73 .63 .27 .41 
Att2 .77 .63 .40 .27 
Att3 .73 .46 .43 .61 
Att5 .75 .44 .41 .34 
Att6 .84 .52 .41 .49 
Att7 .56 .36 .48 .18 
Att8* .63 .46 .38 .67 
Att9 .63 .49 .47 .51 
     
In1 .63 -- .29 .47 
In2 .70 -- .25 .46 
Dn1 .25 .19 .61 .47 
Dn2 .30 .08 .72 .37 
Dn3 .48 .42 .72 .37 
     
PC1 .28 .20 .48 .57 
PC2 .32 .43 .18 .68 
PC3 .13 .39 .21 .76 
PC4 .40 .28 .49 .68 
PC5 .32 .46 .52 .84 
PC6 .19 .38 .44 .87 
PC7 .32 .37 .26 .78 
PC8 .28 .38 .31 .81 
PC9 .44 .40 .40 .86 
PC10* .54 .49 .35 .51 
Bold= significant correlations (p < .05); *= Italics item removed; 
Attn=Attitude items; Inn= Items about injunctive norm; Dnn= Items about 
descriptive norms; PCn= Items about control perception; I= Injunctive; D= 
Descriptive. 
 
We found significant correlations between previous be-
haviour and intentions (r = .34, p<.03) and perception of 
control (r = .32, p<.04). Intention was associated significant-
ly to perception of control (r = .70, p<.000), attitude (r = .56, 




This study is the first phase of a formative research as rec-
ommended by Fishbein & Ajzen (2010) to design and apply 
an intervention based on TPB. Thus, our aims have been to 
identify behavioural, normative and control beliefs about the 
carrying out of our target behaviour, to test the items de-
signed for the assessment of the theoretical constructs and 
explore their relations, as well as to gather knowledge on the 
situation of our sample in regards to walking behaviour. All 
this has been done as an indicator of pertinence for applying 
the theory to this population and the selected behaviour.  
As we have previously mentioned, beliefs constitute ac-
cessible information that is relevant to the behaviour that we 
are planning to implement and on which we will be targeted 
to produce behavioural change. This study identifies the 
most frequent in the population selected (modal beliefs). It is 
the first of its type in people with fibromyalgia and that, also, 
uses a type of exercise recommended for them. As for the 
behavioural beliefs, most of the perceived consequences as-
sociated with walking, according to our criteria, are positive 
and refer to global functioning physical and psychological 
aspects. Nevertheless, the two most frequently detected con-
sequences are negative and refer to two of the main prob-
lems of fibromyalgia: pain and fatigue. We should point out 
that the increase of pain as a negative effect refers to differ-
ent body parts where pain can be produced as a result of 
walking. Nevertheless, when pain relief appears as a positive 
consequence of walking, it refers to general fibromyalgia 
pain and its frequency is low. This means that with the carry-
ing out of the recommended exercise, the people we as-
sessed do not expect to have positive effect on the main 
problem of their disorder.  
We obtained a majority of referents (normative beliefs) 
in favour of the person doing the exercise, with the most rel-
evant being partners and friends, who appear as such in both 
injunctive and descriptive normative beliefs. Doctors and 
other professionals are only referents for injunctive norms, 
which is logical, and also supports content validity. Never-
theless, it is interesting that the colleagues from the associa-
tion are referents only for injunctive norms. This means that 
the people assessed in this study, do not believe that their 
colleagues, who share the same disorder, are going to carry 
out the behaviour, although they would be in favour of them 
carrying it out.  
Finally, in the case of control beliefs, we have obtained a 
similar proportion of facilitating and inhibiting factors for 
the carrying out of the behaviour. As it was expected, except 
for external conditions such as the weather, the most fre-
quently perceived inhibitors are related to problems of the 
fibromyalgia, such as fatigue, pain and mood. The most fre-
quently found facilitators are associated to social support, 
but not associated to any specific referents (someone comes with 
me, someone motivates me). 
In general terms, our results coincide with those obtained 
by other authors about walking in general population (Dark-
er, French et al., 2007; Rhodes et al., 2006) or about other 
types of physical exercise in different populations (Symons-
Downs & Hausenblas, 2005). In our study, the tendency to 
show a higher number of positive beliefs than negative about 
these behaviours is confirmed, our findings about the aver-
age number of behavioural, normative and control beliefs is 
similar to that found in other populations (Symons-Downs 
& Hausenblas, 2005). It should be highlighted that in spite 
of the clear differences between samples (in our case a popu-
lation with a health problem) the increase in physical and 
psychological health is on the of most frequently pointed out 
positive consequences, different members of family and 
friends are important referents for these behaviours and not 
having time available or weather are elements that hinder the 
carrying out of the behaviour (Darker, French et al., 2007; 
Rhodes et al., 2006; Symons-Downs & Hausenblas, 2005). 
Nevertheless, the presence of pain (in different parts of the 
body) has been the most frequent negative behavioural belief 
found in our study. Also, the other most frequent inhibitors 
have been pain and fatigue (control beliefs). These results are 
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in accordance with the review authored by Symons-Downs 
& Hausenblas (2005) where pain, physical ill-being and other 
physical problems were the most frequently identified behav-
ioural and control beliefs. It should be pointed out that these 
authors included studies in ill populations in their study (i.e., 
oncological and cardiovascular problems) whilst Darker, 
French et al. (2007) and Rhodes et al. (2006) only included 
general population. Because of this, it is of great importance 
to identify the specific beliefs a target population has, be-
cause differences are expected based on their characteristics 
and experiences. In this sense, in the case of chronic pain pa-
tients, factors such as pain catastrophizing, fear of pain and 
coping mechanisms, which have all been associated to pain 
perception (Ramírez, Esteve & López, 2001) could be influ-
encing the carrying out of the behaviour. Nevertheless, their 
action is always mediated through the configurations of cer-
tain beliefs about the relevant symptoms, such as pain and 
fatigue.  
In relation to the quantitative study, a clear limitation is 
sample size; nevertheless, it is above the minimum size re-
quirements needed to attain the aims of this phase (Fishbein 
& Ajzen, 2010; Francis et al., 2004). The items analysis re-
sults have concluded with the deletion of six of them and 
have proven the adequacy of the remaining. Most of them 
have obtained answers in all or almost all the possible op-
tions and do not present any floor or ceiling effects. Discri-
minant validity was adequate, with correlations with selected 
items with the corrected total of the scales of .50 and above 
the ones obtained with the scales that assess a different con-
struct. Internal consistency was very good for all scales (Bis-
querra, 1987). Although initial alpha values were high, we de-
leted items that increased them so as to shorten the ques-
tionnaire and reduce completion time, which is an important 
aspect in this population due to the presence of physical 
symptoms such as pain. All scales remained configured with 
the minimum number of items suggested by Fishbein & 
Ajzen (2010) with the exception of the one assessing injunc-
tive norm, which only had two. Nevertheless, considering in-
ternal consistency data, and that the authors recommend us-
ing unitary constructs (total subjective norm, without com-
ponents) for the predictive analysis, it is recommended that a 
single scale is created to assess subjective norm with all five 
items.  
Other aims of this phase of the study are to assess be-
havioural intention, obtain preliminary estimations about 
their relation to previous behaviour (considering it as a 
measure proxy to future behaviour) and to explore the rela-
tions to the other constructs according to the theoretical 
proposals (Fishbein & Ajzen, 2010). In general, taking into 
account the average scores, these people have the intention 
to carry out the behaviour, their attitude is favourable and 
they perceive a certain amount of social pressure to do it. 
The lowest average scores are for perception of control and 
the perception that other people in their same situation do 
the behaviour (descriptive norm). This is relevant to percep-
tion of control as it is the construct most strongly related to 
the intention to walk, which is in accordance to previous 
studies in general population (French, Darker, Eves & 
Sniehotta, 2013) and clinical population (Galea & Bray, 
2006). Nevertheless, in Hagger et al. (2002) review about 
general physical activity in populations with no health prob-
lems, attitude was the most important construct for inten-
tion. These preliminary relationships will be tested in the 
study population eligible for intervention. Finally, it should 
be pointed out that the configuration of the relations ob-
tained in our study support its theoretical coherence; this, 
along with the carrying out of the selected behaviour, indi-
cates the importance of working in fibromyalgia with the 
proposed theory.  
In summary, the results support the application of this 
theory on the chosen behaviour and population. Also, we 
have been able to identify modal beliefs about a certain type 
of exercise in people with fibromyalgia that do not currently 
carry it out, so as to be included as items in the final ques-
tionnaire, and finally, we have proven the items and refined 
the scales that assess the remaining constructs. Thus, this 
study has allowed the creation, based on evidence, of an in-
strument that includes all constructs of the selected theory, 
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Appendix 1.Questions from TPB 
 
Por favor conteste todas las preguntas que le presentamos rodeando con un círculo el número que mejor describe su opinión. 
Recuerde que nos interesa saber qué opina sobre que usted ande al menos 30 minutos, con un pequeño descanso a los 
15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo con el objetivo de hacer 
ejercicio físico para mejorar su salud. Aunque le parezca que algunas preguntas son similares, todas tratan cuestiones diferen-
tes. Lea detenidamente cada pregunta antes de contestar y al hacerlo piense en la realización de la conducta completa, tal y 
como se la planteamos.  
 
Antes de contestar, fíjese bien en los extremos de cada respuesta. 
RECUERDE contestar todas las preguntas y poner solo un círculo en cada respuesta. 
Gracias por su colaboración. 
 
1. Para mí, andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por semana 
durante el próximo mes y medio como mínimo sería: 
Bueno 1 2 3 4 5 6 7 Malo 
Agradable 1 2 3 4 5 6 7 Desagradable 
Perjudicial 1 2 3 4 5 6 7 Beneficioso 
Interesante 1 2 3 4 5 6 7 Aburrido 
Útil 1 2 3 4 5 6 7 Inútil 
Negativo  1 2 3 4 5 6 7 Positivo 
Incómodo  1 2 3 4 5 6 7 Cómodo 
Sano  1 2 3 4 5 6 7 Insano 
2. La mayoría de personas importantes para mí piensan que yo debería andar al menos 30 minutos, con un pequeño 
descanso a los 15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
3. La mayoría de personas cuyas opiniones valoro piensan que yo debería andar al menos 30 minutos, con un pequeño 
descanso a los 15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
4. La mayoría de personas que respeto y admiro piensan que yo debería andar al menos 30 minutos, con un pequeño 
descanso a los 15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
5. La mayoría de personas con esta enfermedad andan al menos 30 minutos, con un pequeño descanso a los 15 minu-
tos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
6. La mayoría de personas de mi asociación andan al menos 30 minutos, con un pequeño descanso a los 15 minutos, 
al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
7. La mayoría de personas como yo andan al menos 30 minutos, con un pequeño descanso a los 15 minutos, al me-
nos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
8. Me siento capaz de andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces 
por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
9. Depende totalmente de mí andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos 
veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
10. A pesar de mi dolor, si realmente quiero hacerlo, puedo andar al menos 30 minutos, con un pequeño descanso a los 
15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
11. Para mí, es fácil andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por 
semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
12. Si realmente quiero hacerlo, puedo andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al me-
nos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
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13. A pesar de mi fatiga, si realmente quiero hacerlo, puedo andar al menos 30 minutos, con un pequeño descanso a los 
15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
14. Andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por semana durante 
el próximo mes y medio como mínimo, está completamente bajo mi control: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
15. A pesar de mi bajo ánimo, si realmente quiero hacerlo, puedo andar al menos 30 minutos, con un pequeño descanso 
a los 15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
16. Hasta qué punto está segura de que podrá andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, 
al menos dos veces por semana durante el próximo mes y medio como mínimo: 
Muy segura  1 2 3 4 5 6 7 Muy insegura 
17. ¿Cuánto control tiene sobre andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos 
veces por semana durante el próximo mes y medio como mínimo,  
Ningún control  1 2 3 4 5 6 7 Control completo 
18. Las cosas que están fuera de mi control y que podrían hacerme difícil andar al menos 30 minutos, con un pequeño 
descanso a los 15 minutos, al menos dos veces por semana durante el próximo mes y medio como mínimo, son: 
Muchas  1 2 3 4 5 6 7 Pocas 
19. Tengo intención de andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces 
por semana durante el próximo mes y medio como mínimo: 
Definitivamente sí 1 2 3 4 5 6 7 Definitivamente no 
20. Estoy dispuesta a andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por 
semana durante el próximo mes y medio como mínimo: 
Verdadero  1 2 3 4 5 6 7 Falso 
21. Andaré al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por semana duran-
te el próximo mes y medio como mínimo: 
Probable  1 2 3 4 5 6 7 Improbable 
22. Haré un esfuerzo para andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces 
por semana durante el próximo mes y medio como mínimo: 
Probable  1 2 3 4 5 6 7 Improbable 
23. Tengo el plan de andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por 
semana durante el próximo mes y medio como mínimo: 
De acuerdo  1 2 3 4 5 6 7 En desacuerdo 
24. En el último mes y medio he andado al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos 
dos veces por semana como mínimo: 
Verdadero  1 2 3 4 5 6 7 Falso 
25. Antes de mi Fibromialgia solía andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos 
dos veces por semana como mínimo: 
Verdadero  1 2 3 4 5 6 7 Falso 
26. En el último mes y medio ¿con qué frecuencia ha andado al menos 30 minutos, con un pequeño descanso a los 15 
minutos, al menos dos veces por semana?  
Nunca  1 2 3 4 5 6 7 Siempre 
27. En el último mes y medio ¿Anduvo al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos 
dos veces por semana?  
Definitivamente sí  1 2 3 4 5 6 7 Definitivamente no 
 
POR FAVOR, NO CONTINUE: ESPERE HASTA QUE INICIEMOS LA SESIÓN DESPUÉS DE UN PEQUEÑO 
DESCANSO. 
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A continuación le pedimos que piense en la posibilidad de que para mejorar su salud usted ande al menos 30 minutos, con 
un pequeño descanso a los 15 minutos, al menos dos veces por semana durante un mes y medio como mínimo. Ne-
cesitamos que piense en hacer la conducta completa, tal y como se la planteamos. Le haremos unas preguntas y quere-
mos que nos conteste con los pensamientos que le vengan inmediatamente a la cabeza. Escriba cada pensamiento empezando 
en una línea diferente. Conteste según le vayan llegando esas ideas. Nos interesa su opinión personal, no hay respuestas bue-
nas ni malas. Sea sincera. Muchas gracias. 
 
En primer lugar le vamos a preguntar por las consecuencias de hacer esa conducta. RECUERDE poner una idea di-
ferente en cada renglón. Si necesita más espacio continúe por la parte de detrás. 
 
¿Qué ventajas o consecuencias positivas ve en que usted ande al menos 30 minutos, con un pequeño descanso a los 
15 minutos, al menos dos veces por semana durante un mes y medio como mínimo?:  
1 ........................................................................................................................................................................................  
2 ........................................................................................................................................................................................  
3 ........................................................................................................................................................................................  
4 ........................................................................................................................................................................................  
5 ........................................................................................................................................................................................  
6 ........................................................................................................................................................................................  
¿Qué desventajas o consecuencias negativas?:  
1 ........................................................................................................................................................................................  
2 ........................................................................................................................................................................................  
3 ........................................................................................................................................................................................  
4 ........................................................................................................................................................................................  
5 ........................................................................................................................................................................................  
6 ........................................................................................................................................................................................  
 
¿Hay alguna consecuencia más que le venga a la cabeza cuando ud piensa en hacer esa conducta?: 
1 ........................................................................................................................................................................................  
2 ........................................................................................................................................................................................  
3 ........................................................................................................................................................................................  
4 ........................................................................................................................................................................................  
5 ........................................................................................................................................................................................  
6 ........................................................................................................................................................................................  
 
Cuando se plantea andar al menos 30 minutos, con un pequeño descanso a los 15 minutos, al menos dos veces por 
semana durante un mes y medio como mínimo puede haber personas o grupos que piensen que ud. debería o no debería 
hacer esa actividad. A continuación le pedimos que piense en ello y que nos dé una lista con las personas o grupos que le ven-
gan a la cabeza cuando piensa en quienes aprobarían o no que usted ande como le decimos. Escriba cada una en una línea di-
ferente. 
 
¿Qué personas o grupos aprobarían o estarían a favor de que Ud. ande al menos 30 minutos, con un pequeño descanso a 
los 15 minutos, al menos dos veces por semana durante un mes y medio como mínimo ? 
1 ........................................................................................  2 ..........................................................................................  
3 ........................................................................................  4 ..........................................................................................  
5 ........................................................................................  6 ..........................................................................................  
 
¿Qué personas o grupos lo desaprobarían o estarían en contra de que Ud. lo hiciera? 
1 ........................................................................................  2 ..........................................................................................  
3 ........................................................................................  4 ..........................................................................................  
5 ........................................................................................  6 ..........................................................................................  
 
¿Hay alguna otra persona o grupo con la que usted querría hablar o consultar si se planteara andar en los términos que le de-
cimos?  
1 ........................................................................................  2 ..........................................................................................  
3 ........................................................................................  4 ..........................................................................................  
5 ........................................................................................  6 ..........................................................................................  
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Hay veces que cuando no estamos seguros de lo que hacer miramos a nuestro alrededor y nos fijamos en lo que hacen lo de-
más. Por favor, escriba qué personas o grupos si tuvieran su mismo problema andarían al menos 30 minutos, con un pe-
queño descanso a los 15 minutos, al menos dos veces por semana durante un mes y medio como mínimo? No le pe-
dimos nombres ni apellidos, sólo que indique la relación con las personas en las que usted piensa (pareja, amiga, compañera 
de trabajo, etc…). 
1 ........................................................................................  2 ..........................................................................................  
3 ........................................................................................  4 ..........................................................................................  
5 ........................................................................................  6 ..........................................................................................  
 
Por favor, escriba qué personas o grupos si tuvieran su mismo problema no lo harían 
1 ........................................................................................  2 ..........................................................................................  
3 ........................................................................................  4 ..........................................................................................  
5 ........................................................................................  6 ..........................................................................................  
 
Cuando piensa en andar como le estamos diciendo, haga una lista de las personas o grupos cuya conducta podría servirle de 
guía:  
1 ........................................................................................  2 ..........................................................................................  
3 ........................................................................................  4 ..........................................................................................  
5 ........................................................................................  6 ..........................................................................................  
 
 
Ahora queremos que piense en todas aquellas cosas que le pueden facilitar o dificultar andar al menos 30 minutos, con un 
pequeño descanso a los 15 minutos, al menos dos veces por semana durante un mes y medio como mínimo. Escriba 
una en cada línea. 
 
¿Qué cosas le facilitarían o le ayudarían a hacerlo?  
1 ........................................................................................................................................................................................  
2 ........................................................................................................................................................................................  
3 ........................................................................................................................................................................................  
4 ........................................................................................................................................................................................  
5 ........................................................................................................................................................................................  
6 ........................................................................................................................................................................................  
 
¿Qué cosas le dificultarían o no le ayudarían a hacerlo? 
1 ........................................................................................................................................................................................  
2 ........................................................................................................................................................................................  
3 ........................................................................................................................................................................................  
4 ........................................................................................................................................................................................  
5 ........................................................................................................................................................................................  
6 ........................................................................................................................................................................................  
 
 
